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FACIAL FEMINIZATION SURGERY AND PERCEIVED WORKPLACE BIAS  
 
IN TRANSGENDER INDIVIDUALS  
 
KATINA KATIDES 
ABSTRACT 
 Facial feminization surgery (FFS) is a set of procedures performed with the goal 
of creating a facial appearance that is considered phenotypically female. These 
procedures are usually sought by cisgender women but have become increasingly popular 
among male to female (MTF) transgender individuals.  FFS has been shown to decrease 
appearance anxiety and increase quality of life. Sexual minorities, including transgender 
individuals, are subject to a unique set of stressors termed minority stress, which involves 
the interplay of perceived and outright discrimination. This type of stress has been shown 
to lead to adverse physical and mental health outcomes. The workplace is no exception to 
this type of discrimination, and workplace discrimination has specifically been associated 
with adverse physical health outcomes. However, there have been few studies to date 
evaluating workplace discrimination and transgender identity. This study aims to expand 
on that knowledge, and determine the potential role for FFS as an intervention to reduce 
perceived bias.  
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INTRODUCTION 
Background 
The term transgender is typically used to describe someone whose sex assigned at 
birth differs from their desired gender identity or gender expression.1  Studies have 
estimated that approximately 0.03% of the US population identifies as transgender. 11 
Today, there are many options available for those seeking to further affirm their gender, 
including hormonal therapy and surgical therapy, such as facial feminization surgery 
(FFS). 7, 9  Lack of gender affirmation has been shown to have negative health outcomes, 
including increased risk for HIV acquisition/transmission, delays in routine health 
maintenance, and increased risk for suicidal ideation.5, 6, 7, 8   
FFS is a set of procedures that are carried out with the goal of creating facial 
features that more closely resemble that of the female face with the intention of aiding in 
gender affirmation. 5 It has been shown that appearance anxiety is decreased following 
FFS, which has important implications for overall quality of life and daily activities.16 
These procedures were first performed in the 1980s by a surgeon by the name of Dr. 
Ousterhout who studied skulls as a basis for determining which features were inherently 
“feminine”. 5 The field of FFS has grown and changed substantially since that time. We 
now understand that facial features in the upper 1/3 of the face are more strongly 
associated with femininity. 14 FFS procedures commonly performed include frontal 
cranioplasty (reduction of the bony supraorbital ridge), hairline advancement and 
reshaping to create a more rounded appearance, mandibular reduction and narrowing, 
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rhytidectomy, cheek implants, lip augmentation, and rhinoplasty. These procedures are 
typically tolerated well with reported patient satisfaction.13  
Previous studies have shown that sexual minorities, including transgender 
individuals, have an increased prevalence of mental health disorders as a result of 
outright discrimination as well as perceived discrimination. 19 It has been proposed that 
perceived discrimination plays an important role in health outcomes as well.17 One meta-
analysis by Pascoe and Richman proposes a model demonstrating that internalized 
homophobia sets a physiologic stress response in motion. Long-term negative 
consequences of this type of stress activation include high blood pressure and subsequent 
cardiovascular risk, as well as participation in unhealthy habits such as smoking and 
substance use. 20 Within the workplace, sexual minorities, as well as women, are 
populations at risk for discrimination due to their perceived lesser social status. 23  
Statement of the Problem 
Transgender individuals are subject to stressors that may negatively impact 
health. 20 Furthermore, it has been shown that sexual minorities, as well as women, are 
the populations most at risk for discrimination within the workplace. FFS procedures 
have been shown to decrease appearance anxiety and improve overall quality of life.16 
However, to date, there have been no studies looking specifically at the possible impact 
that FFS may have on perceived bias within the workplace.  
Hypothesis 
Male to female (MTF) individuals undergoing FFS will experience a decrease in 
perceived discrimination in the workplace.  
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Objectives and specific aims 
As society becomes more accepting of gender affirmative approaches to transgender 
medicine, demand for procedures like FFS will continue to grow. Given the benefits of 
FFS on quality of life and appearance anxiety, it would be important to know how the 
surgery impacts perceived discrimination in the workplace. 16 This study will review the 
challenges faced by transgender people in the workplace and propose a study for 
determining whether FFS has an effect on workplace environment and perceived bias 
within the workplace. 
• Conduct a preoperative survey assessing whether improvement of workplace 
environment was a motivating factor in pursuing FFS  
• Measure and compare perceived discrimination within the workplace 
preoperatively and postoperatively. 
• Determine whether those who pursued surgery with career as a motivating factor 
saw a greater reduction in perceived discrimination after FFS.  
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REVIEW OF THE LITERATURE 
Overview 
Transgender is an umbrella term used for individuals who do not identify with the 
sex they were assigned at birth.1 According to the DSM 5, this is diagnosed as gender 
dysphoria and the perceived difference in assigned gender and gender assigned at birth 
must be present “for at least 6 months”. Gender dysphoria may cause distress in multiple 
aspects of a person’s life, including social life and work life. In children, they must 
vocalize this feeling for the diagnosis to be made. Transgender identity is separate from 
sexual orientation.3 . It is, therefore, important to note that transgender status is a gender 
identity and is unrelated to whom an individual is attracted to.29 Despite this 
understanding, in much of the research that will be described throughout this paper, 
transgender individuals are grouped with lesbian, gay, bisexual, or queer individuals. 
Existing studies are still applicable, as transgender individuals are considered sexual 
minorities, but as research directly pertaining to the transgender community is limited, 
there must be some amount of caution in directly applying the results of several of the 
studies that will be reviewed.  
The true prevalence of transgender people is unknown, however, several studies 
have tried to estimate the number.2 In the US, the number has been estimated to be 
around 0.3% of the total population.11 One study published in 2014 estimated the 
prevalence using the Growing Up Today Study (GUTS), which surveyed 7,831 young 
adults about sex assigned at birth and about current gender identity. The results showed 
that 26 or 0.33% of the participants had a gender identity that differed from their assigned 
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sex at birth.4 Another study published in 2013 by Blosnich et al. looked at electronic 
records of veterans in the Veterans Health Administration between the years 2000-2011 
to determine transgender prevalence using ICD-9 codes for gender identity disorder. In 
2002 the prevalence was estimated at 12.5 per 100,000 and subsequently doubled to 22.9 
per 100,000 in 2011. As the vast majority of those utilizing this system are born male, 
this likely represents estimates of male to female (MTF) individuals, although this was 
not specified within the study.2 This large increase in prevalence is likely due to passing 
of the transgender healthcare directive within the VA system in 2011, which encouraged 
more respectful care and prohibited discrimination. Notably, this estimate is lower than 
most national estimates (0.3%), likely due to previous longstanding discriminatory 
policies within the military against sexual minority individuals. It is, therefore, possible 
that national estimates are lower due to lack of protection for transgender individuals in 
certain states.  
Transgender healthcare is continuously evolving. The transgender population has 
specific needs and challenges in healthcare access. In the past, there were limited 
resources dedicated to the transgender population. Current approaches to caring for the 
transgender population focus on affirming the person’s gender identity. This typically 
involves a four-fold approach to include social factors, psychological factors, medical 
factors, and legal factors.5 Lack of gender affirmation in these areas has been shown to 
lead to negative health outcomes, including increased risk for HIV acquisition and 
transmission, delays in routine health maintenance, and increased risk for suicidal 
ideation. 5, 6, 7, 8 HIV prevalence among transgender women in the United States has been 
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estimated to be 28%, however this information is currently limited due to lack of a 
national system for collecting health information from records based on gender identity 
status.35 Risk for HIV transmission is multifactorial, however, within the transgender 
population, unemployment due to discrimination may lead individuals to engage in 
riskier sexual acts for money.5 Depression tends to be more prevalent in the transgender 
community as well with some estimates in the United States up to 52% for gender 
minority young adults compared to 27% in non-gender minorities.36 Depressive 
symptoms have been associated with higher risk sexual behaviors.8 Suicidal ideation 
among the transgender community as a result of stress after transition is high. One study 
of 229 MTF individuals in Virginia found that over half had experienced suicidal ideation 
at one point and, of those, 62% reported it was related to their gender identity.8 
Transgender individuals may delay seeking medical care due to negative experiences 
with providers and the anticipation that they will not be educated regarding medical care  
specific for transgender individuals.7 Several facilities in the US have created 
departments specifically dedicated to caring for transgender people in an attempt to create 
a gender affirmative environment, improve health outcomes, and fill gaps in access to 
healthcare. The transgender patient population of one of those locations, Fenway Health 
in Boston, MA, increased from 8 in 1997 to over 1200 by 2014, demonstrating high 
demand for these facilities.12  
The current medical options for gender affirmation have been well described by 
the World Professional Association for Transgender Health (WPATH). Hormonal 
therapy and various types of surgical therapy are available and are recommended on an 
  7 
individualized, case-by-case basis depending on personal preference and goals. Hormonal 
therapy is widely used and has been shown to improve quality of life for many 
individuals, however, there have been no long-term studies to date regarding the effects 
of their use.7, 9 The most common hormonal regimen prescribed for MTF transgender 
individuals is typically a combination of 1,7-beta estradiol (estrogen) and androgen 
receptor blockers, most commonly spironolactone in the US. In contrast, female to male 
(FTM) transgender individuals are typically prescribed either an injected or a topical 
testosterone.5  
For those seeking surgical gender affirmation, several options exist, although 
depending on the procedure, there are few surgeons from which to choose. For MTF 
individuals, facial feminization surgery (FFS) is available. There are several options for 
those who seek surgical alteration of the external genitalia for MTF as well as female to 
male (FTM) individuals. However, it has been argued that, as the public’s perception of 
what defines gender shifts, there will be less emphasis on genital reconstruction.5  
FFS is a set of procedures that are carried out with the goal of creating facial 
features that more closely resemble that of the female face.  These procedures are sought 
by cis-gender women but are in particularly high demand in MTF transgender women. 
Facial feminization surgery began in the US in the 1980s and has become increasingly 
popular in the years following. A surgeon by the name of Dr. Ousterhout examined skulls 
to determine which features made the face distinctly male vs. female.5 The field of FFS 
has grown and changed substantially since that time. Several studies attempted to 
determine the defining features for gender recognition. A study by JH Spiegel showed 
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subjects digitally altered photographs of men, as well as photos of MTF transgender 
patients, and asked them to determine the gender of the person and to rate which photos 
were the most feminine. The study determined that the upper third of the face, 
specifically the supraorbital ridge of the forehead, the eyebrow positioning, and the 
hairline positioning were strongly associated with a more feminine rating.14 FFS 
procedures commonly performed include frontal cranioplasty (reduction of the bony 
supraorbital ridge), hairline advancement and reshaping to create a more rounded 
appearance, mandibular reduction and narrowing, rhytidectomy, cheek implants, lip 
augmentation, and rhinoplasty. Figure 1, courtesy of J. Spiegel, shows an example of a 
patient who underwent FFS.14 These procedures are typically tolerated well and patients 
are often pleased with the results.13  
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   A              B    
Figure 1: Results of FFS surgery. A is preoperative, B is 1 month postoperative with 
procedures including forehead cranioplasty, rhinoplasty, lip lift, mandibuloplasty, 
and chondrolaryngoplasty (adapted from Spiegel, 2010)14  
 
Previous studies have shown that appearance anxiety is decreased following FFS, 
which has important implications for overall quality of life and daily activities.16 This 
study will review the challenges faced by transgender people in the workplace and 
propose a study for determining whether FFS has an effect on perceived bias within the 
workplace. 
Existing research  
There have been many studies demonstrating the negative impact of 
discrimination on various aspects of transgender people’s lives. Areas that have been 
particularly well studied are overall health and mental health. 17 The national transgender 
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discrimination survey report on health and health care in 2010, distributed to over 7,000 
transgender or gender non-conforming individuals, was one of the largest of its kind to 
gain insight into the pervasive role discrimination plays in the lives of these individuals. 
The comprehensive survey consisted of 70 questions on several important areas including 
housing, employment, health and healthcare experiences, education, family, criminal 
justice and identity. The results were striking. A reported 26% of those surveyed reported 
using drugs and alcohol as a coping strategy for being a target of discrimination. An 
additional 30% reported daily or occasional tobacco use, an elevated number compared to 
the national average. In regards to suicide attempts, 41% reported having attempted 
suicide in the past.27  These numbers are evidence of just a few of the negative effects of 
discrimination.  
Current theories suggest that transgender individuals, as well as other gender non-
conforming individuals and sexual minorities, are subject to a unique set of stressors that 
ultimately may lead to adverse health outcomes. The original theory (Figure 2) was 
proposed by Meyer in 2003 and is still a topic of current research and discussion today. 
This model is called the “minority stress” model and, although only applied to lesbian, 
gay and bisexual populations in the original review, can be extended to the transgender 
population.  
Meyer determined through meta-analysis that mental health disorders are more 
prevalent in these populations as a result of specific stressors they experience. The model 
describes the interplay of these stressors, including environment, demographics, general 
stressors, and coping mechanisms and social support. Additionally, it addresses stressors 
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associated with sexual orientation, including perceived discrimination or homophobia, 
expectations of rejection, and concealment of identity. Meyer proposed that the stressors, 
including acts of discrimination, are distal to the self in that they either occurred or not 
(box d), while internalized self-perceptions are considered proximal stressors because 
they vary from individual to individual and are more subjective (box f). 19  
 
Figure 2: Meyer’s model of “minority stress” as described in the lesbian, gay and 
bisexual population (adapted from Meyer, 2003)19  
 
Although there has been an improvement in societal acceptance of sexual 
minorities, including the transgender population, Meyer’s model remains relevant as 
these individuals are still subject to discrimination. Therefore, the term minority stress 
still prevails and the term “heterosexism” has emerged in order to more broadly describe 
“the social and cultural oppression experienced by LGBT populations”.20 These 
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definitions are important in understanding the day-to-day experiences of those in the 
transgender population. Meyer’s model has been used as a basis for other studies 
exploring various negative health outcomes. In addition to mental health outcomes, 
minority stress has been associated with the development of psychological distress and 
substance use disorders.20, 28 One survey of 169 transgender individuals found that 46% 
of those surveyed experienced high or very high levels of psychological distress related 
to factors such as lack of familial support and victimization.32 Regarding substance use, a 
cross-sectional study of 1500 LGBT young adults found that reported vaping, tobacco 
use, alcohol use, and binge drinking were higher in transgender individuals than 
cisgender, or LGB individuals.  For example, in grade 11 young adults, ~15% of 
cisgender participants reported cigarette smoking compared to 37.4% of transgender 
participants (p<.05). Those who had experienced harassment due to their gender identity 
or sexuality were more likely to engage in substance use than those who did not 
(p<.001).33 
It has been proposed that perceived discrimination plays an important role in 
health outcomes as well.17 One meta-analysis by Pascoe and Richman provides a 
comprehensive overview of this relationship. Internalized homophobia sets a physiologic 
stress response in motion that, over the long term, may negatively impact health. 
Examples of negative health outcomes that have been studied include mental health 
disorders, as previously noted, high blood pressure and subsequent cardiovascular risk, 
and participation in unhealthy habits, such as smoking and substance use. More 
specifically, Pascoe and Richman compiled 36 total studies claiming associations 
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between perceived discrimination and physical health outcomes. The physical health 
outcomes were widely variable. Some were related to cardiovascular disease, such as 
blood pressure, intramedial thickness, and plaque. Others included conditions such as 
pelvic inflammatory disease, respiratory conditions, or other more generalized disorders, 
such as headache. Within these 36 studies, there were 303 total individual associations 
between perceived discrimination and health. After weighting for sample size, the 
average relationship demonstrated an r value of -.13 (95%CI: -.16 to -.10). Thus, 
perceived discrimination was associated with poor physical health.21  
Pascoe and Richman propose a model (Figure 3) that aims to delineate the 
relationship between perceived discrimination and its impact on health. They argue that 
perceived discrimination can impact overall health in several ways. This may be 
indirectly via behaviors that serve as a coping mechanism or via a physiologic stress 
response that may adversely impact health when continuously activated.21  
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Figure 3: Pascoe and Richman’s model for the relationship between perceived 
discrimination and health (Adapted from Pascoe and Richman, 2005)21 
  
Previously, there were no validated ways to measure minority stress within the 
transgender population. However, in 2014 Testa et al. sought to resolve this issue. Prior 
models were focused on lesbian, gay and bisexual individuals. This paper was the first of 
its kind to adapt the minority stress model to represent transgender and gender non-
conforming individuals (Figure 4). The model was developed from existing research as 
well as focus groups. Additionally, they created a survey tool in order to assess minority 
stress experienced by this population. This important work will have valuable clinical and 
research applications in the field of transgender medicine in the future.25 
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Figure 4: Distal and proximal stressors, resilience factors and outcomes experienced 
by transgender and gender non-conforming individuals. Dashed lines represent 
inverse relationships (adapted from Testa et al., 2015).25 
 
The workplace environment is an important area of study as it has the opportunity 
to combine objective acts of discrimination, as well as subjective experiences of 
perceived discrimination. Research in the area of workplace discrimination has been 
limited partly due to transgender people not receiving the same opportunities for 
employment as their cisgender counterparts.18  Surveys of sexual minorities have found 
that anywhere from 15-43% of individuals have experienced some form of discrimination 
in the workplace. National surveys looking specifically at the transgender community 
have found that 37% of individuals experienced discrimination in the workplace. 
Discriminatory events included termination, denial of promotion, receiving unequal pay 
or benefits, undesirable work assignments, and harassment within the workplace. 26  
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Workplace discrimination, much like perceived discrimination, has been linked to 
adverse health outcomes.22 For example, one cross-sectional study demonstrated that 
workplace bullying may lead to development of posttraumatic stress disorder due to 
destruction of ideas about equality and subsequent impact on personal image. Within the 
group of individuals studied, exposure to specific acts in the workplace was investigated 
further. Degrading an individual on the basis of their gender was found to be most 
consistently related to distress and PTSD (p<.01). 34 Despite various policies that are in 
place to protect employees, discrimination in the workplace is still commonplace. This 
has been attributed to less overt acts of discrimination and more subtle acts termed 
workplace incivility, defined as “rude and discourteous behavior in violation of 
workplace norms for mutual respect”. These acts, such as interruption while speaking, 
aim to degrade someone’s professional status.23  It has been proposed that women and 
individuals thought of as sexual minorities, including transgender individuals, may be 
most at risk for this type of workplace incivility. This may in part be due to social 
perceptions that these individuals are of a lower social status and, thus, hold less power in 
the workplace.23 Therefore, it is important to investigate discrimination surrounding MTF 
individuals undergoing FFS and possible impact on workplace environment.  
Much of the research regarding sexual minorities and career has focused on gay 
and lesbian men and women, with very little research in the area of transgender identity 
and career. However, from the existing research, it is clear that perceived discrimination 
and sexual orientation play a role in the career paths that sexual minority individuals may 
pursue. Not surprisingly, more conservative professions including law or the military are 
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often not seen as career options for these individuals.29 One study conducted a survey of 
119 LBGT students involved in various academic areas of interest with the aim of 
understanding how discrimination impacts career. It is important to note that transgender 
individuals were underrepresented in this particular study (n=6), however, the results are 
still applicable. Within this group, 68% of individuals reported verbal harassment in the 
past and 62% experienced significant anxiety around the job application process. 
Importantly, the study showed an association between the amount of discrimination 
experienced and the degree to which respondents felt that their sexual orientation played 
a role in the career options available to them (p<.001). This study demonstrates a link 
between perceived or actual discrimination and its potential impact on career.29   
One recent qualitative study sought to examine the experiences of transgender 
individuals through interviews (n=18). The study focused on the process of transitioning 
at work and how that relates to career decision-making. All of the study participants were 
open about their transgender identity to their coworkers. Overall, interviewees felt a sense 
of empowerment after openly expressing their transgender identity because they were 
able to be true to themselves. Unfortunately, despite positive experiences, half of the 
interviewees reported discrimination, including termination, emotional harassment, or 
even physical threats. Through the interviews the study identified six major themes 
affecting workplace environment for transgender individuals (Figure 5).30  
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Figure 5: Major themes affecting career decision-making and workplace 
environment for transgender individuals (adapted from Budge et al., 2010) 30 
 Transgender identity plays a pivotal role in all aspects of career development 
(Figure 5). Specifically looking at the workplace, the study demonstrated that participants 
experienced both actual and perceived discrimination. Interestingly, many interviewees 
reported feeling doubly impacted by discrimination due to not only their transgender 
identity but also their female gender. Some reported not having challenging tasks that 
they had prior to transitioning, while others reported that their coworkers avoided giving 
them more labor-intensive tasks due to their female identity.30 These findings relate to 
another study looking at FTM individuals that found their male gender identity awarded 
them more privilege in the workplace after transition.31  
 In summary, existing research provides evidence that sexual minorities, including 
transgender individuals, are subject to a unique set of stressors that may affect both 
physical and mental health.17,19 The workplace is not exempt from the interplay of these 
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stressors. The transgender community receives fewer opportunities for employment and 
those employed may experience a substantial amount of discrimination ranging anywhere 
from termination to workplace incivility.18,26 MTF individuals may experience 
discrimination due to both their transgender identity as well as their female identity.30 
This is, therefore, an important area of focus, as there have been very few studies looking 
specifically at workplace bias and potential reduction in workplace bias through gender 
affirmative care, including FFS.  
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METHODS 
Study Design  
This prospective cohort study will look at perceived bias within the workplace 
before and after facial feminization surgery (FFS). This will be done utilizing a survey 
given to patients 6 months preoperatively and postoperatively.  
Study population and sampling  
Inclusion criteria will be transgender patients who are employed and patients who 
identify as MTF transgender at work. Exclusion criteria will include those who are 
unemployed and those who are not open about their transgender identity at work. Based 
upon an alpha level of 0.05, beta level of 0.2, and standard effect size of 0.5, standard 
deviation in the change of the outcome of 1, a sample size of at least 31 participants will 
be needed. 24, 25 The sample size calculations are based on a measure of the outcome of 
reduction in bias, which is represented by survey score. This is based on a survey given to 
844 transgender and gender non-conforming participants in order to assess minority 
stress based on Meyer’s original model (see appendix). Outcomes measured were gender-
related discrimination, rejection, victimization, internalized transphobia, negative 
expectations for future events, nondisclosure, community connectedness, pride, and 
nonaffirmation of gender identity.25  
Exposure 
The group exposure for all participants is FFS. For the purposes of this study, this 
will include at least two of the following procedures: frontal cranioplasty, hairline 
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advancement and reshaping, mandibular reduction and narrowing, rhytidectomy, cheek 
implants, lip augmentation, and rhinoplasty. 
Project Variables and Measurement Tools  
The primary outcome of this study will be bias measured before and after surgery 
via survey. The survey will be adapted from that developed by Testa et al., which was 
developed specifically for transgender and gender non-conforming individuals with 
Meyer’s model of minority stress in mind.24  The factors included in the questionnaire 
(see appendix) are gender-related discrimination, rejection, victimization, non-affirmation 
of gender identity, internalized transphobia, pride, negative expectations for the future, 
nondisclosure, and community connectedness. The community connectedness aspect of 
the survey will not be included for the purposes of this study, and all questions will be 
adapted to be specific for the workplace. There will be demographic questions regarding 
age, ethnicity, and career field, and one additional question regarding primary motivation 
for FFS.  
Recruitment 
Patients undergoing FFS at Advanced Facial Aesthetics will be asked at their 
initial consultation whether they would be willing to participate in the study. Surveys will 
be deployed 6 months before and after surgery in order to account for recovery time, 
which takes two weeks on average, and time for transition back to the workplace.  
Data Collection  
Patients undergoing surgery at Advanced Facial Aesthetics in Newton, MA will 
be the target study population, as this is a busy practice conducting at least two FFS cases 
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per week on average. The adapted survey from Testa et al. will be collected at initial 
consult visits until the minimum sample size of 31 needed for analysis is obtained. An 
undergraduate student will aid in survey collection. Patients of all ages and demographics 
willing to participate will receive the survey 6 months prior to their surgery date.  Survey 
data will be stored in a secure computer drive accessed only by select staff. Specific 
patient identifiers will not be used and the data will be recorded as anonymous. Survey 
questions will be scored on a 5-point scale from strongly disagree to strongly agree. All 
other responses will receive a score of 0 for the response “never” and a score of 1 for any 
other response. The total score is based on the sum of the individual questions. Higher 
scores are associated with more minority stress. 
Data Analysis   
Summary statistics of demographic data will be provided. The mean age of 
participants, percentage of participants within ethnic groups, and career field reported 
will be described. Total survey scores for each patient as described above will be 
analyzed using a paired t test to evaluate for reduction in bias on an individualized basis. 
A subgroup analysis will be conducted to determine if those who underwent FFS with 
career as a motivating factor had a larger reduction in perceived bias after FFS. This will 
be done by comparing the mean of the group of individuals who answered “yes” to the 
additional survey question regarding whether career was a motivating factor in pursuit of 
FFS to the mean of the group who answered “no” to this question. This will be done 
using an independent samples t test.  
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Timeline and Resources  
IRB approval for the study will likely take several months. An undergraduate 
student may aid in recruitment of participants and data collection. Because the study 
requires a one-year interval for participation, data will be collected over several months 
in the fall of 2018 at initial consult appointments, and then once again post-operatively in 
the fall of 2019. As the practice has a minimum of 10 consults per month, the data 
collection would likely require a minimum of 3 months recruiting.  These same patients 
would be followed over the course of their FFS surgeries, which typically occur 6 months 
after initial consult.  Subsequently, 6 month postoperative surveys would be deployed. 
Survey analysis will occur over the following several weeks and manuscript preparation 
over the following months after that for a total timeline of about a year and a half.  
Institutional Review Board  
The study will be submitted to the Boston University Medical Campus IRB for an 
exempt approval as the study only includes data collection via a survey that does not 
include patient identifiers. The study will likely be considered minimal risk for 
participation, as the unpleasant memories of previous discrimination will be the only 
possible negative impact to patients.  
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CONCLUSION 
Discussion 
  This study has important implications for the field of transgender medicine. It 
aids in understanding the demographics of those undergoing FFS and the potential for 
reduction in perceived bias. Minority stress is a topic that is only just beginning to surface 
as an important area of study. As our society becomes more accepting of sexual 
minorities and gender non-conforming individuals, increasing research in this field is 
expected. However, there are some important limitations of this study to consider. The 
study population is limited to transgender individuals who are both employed and have 
the means to afford FFS, which is typically considered an elective surgery and, thus, is 
not covered by most health insurance plans. Therefore, the participants of this study will 
likely be of a higher socioeconomic status and living in a region that is more accepting of 
transgender individuals. This makes the results of the study less generalizable to the 
transgender community as a whole.  
 The study has some particular strengths. Utilizing Advanced Facial Aesthetics in 
Boston for recruitment of patients allows for an insight into the demographics of patients 
seeking FFS, as surgeons who perform these procedures are currently limited. The 
practice employs an undergraduate student throughout the year and this individual will be 
able to aid in the distribution of surveys and data collection. The survey itself, developed 
by Testa et al. was recently developed and has yet to be fully utilized. Thus, this study 
would be the first of its kind to use such a survey to evaluate the role of minority stress in 
the workplace and the role FFS plays in potential improvements in workplace 
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environment. Additionally, the sub-group analysis specifically looking at the types of 
FFS procedures and potential association with reduction in perceived bias will be an 
important addition to current research in the field of FFS.  
Summary 
Current approaches to transgender medicine focus on gender affirmation. There is 
a clear need for more medical resources for transgender individuals, as evidenced by the 
large growth in clinics servicing this community, including Fenway Health.12 According 
to the National Transgender Discrimination Survey, more than half of the MTF surveyed 
individuals reported that they would be interested in pursuing surgical options for gender 
affirmation someday.27 Therefore, the number of individuals pursuing FFS to would 
expected to continue to increase.  
As the field of transgender medicine and research continues growing, it is evident 
that this is a unique population with its own set of stressors and needs. The minority 
stress theory is one that is relatively recent; it is in its early stages of development and 
applications. Studies utilizing the model thus far have demonstrated that exposure to 
stressors both distal and proximal to the self within sexual minority populations is 
associated with both adverse mental and a wide range of physical health outcomes. 
There have been very few studies looking specifically at workplace environment 
for transgender individuals, likely because of the employment discrimination they receive 
as a whole.18  It has been demonstrated that transgender individuals’ career development 
is influenced by their gender identity and past experiences.30,31 It is, therefore, important 
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to determine in what ways transgender identity and specifically surgical intervention may 
impact bias within the workplace.  
Clinical and Public Health Significance   
 This study proposes a potential future intervention that may aid in reduction of 
perceived and actual discrimination in the transgender community. This may increase the 
number of transgender individuals who are employed, as several participants of a survey 
had reported being terminated from their job or significant anxiety related to the job 
application process.26,30 If a reduction in bias in the workplace is observed, this may 
change the recommendations that providers or career counselors offer their transgender 
clients in order for them to feel affirmed in their gender. Additionally, as it is clear that 
bias is associated with adverse health outcomes, this study could potentially have 
applications for FFS coverage by health insurance companies in the future as well as a 
reduction in some of the negative physical and mental health outcomes.  
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